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Abstract 
South African society is characterised by a high prevalence of exposure to traumatic events that 
can lead to post-traumatic stress disorder. In treating post-traumatic stress disorder, mental 
healthcare providers are tasked with ensuring that their practice is evidence based. 
However, existing evidence indicates that the rates of adoption of evidence-based practice 
are generally poor. The promotion and implementation of evidence-based practice into 
routine clinical settings requires an understanding of the attitudes of mental healthcare 
providers towards these practices. This study investigated attitudes towards evidence-based 
practice in the treatment of post-traumatic stress disorder. Participants were 60 mental 
healthcare providers (clinical/counselling psychologists, social workers, and registered 
counsellors) in the Western Cape Province working predominantly with trauma survivors. 
Participants completed a demographic survey and the Attitude Towards Evidence-Based 
Practice Scale, adapted to assess for attitudes towards the adoption of evidence-based 
practice in relation to the treatment of post-traumatic stress disorder. Overall, participants 
reported favourable attitudes towards evidence-based practice in the treatment of post-
traumatic stress disorder. Statistical analysis revealed that occupation, age, and gender 
significantly correlated with attitudes. Social workers and registered counsellors were more 
likely to report adopting evidence-based practice for post-traumatic stress disorder 
compared to clinical and counselling psychologists. Older participants and women also 
reported more favourable attitudes towards evidence-based practice. The implications of 
these findings are discussed. 
 
The evidence-based practice (EBP) movement has been heralded as one of the major 
advances in health care. EBP is based on the idea that clinical decision-making and practice 
should be based on rigorous scientific evidence. EBP in psychology (EBPP) is defined as (a) 
the integration of the best available research evidence (b) with clinical expertise (c) in the 
context of the patient’s values, characteristics, culture, preferences, and circumstances 
(American Psychological Association, 2010; American Psychological Association 
Presidential Task Force on Evidence-Based Practice, 2006; McHugh & Barlow, 2012; Spring, 
2007). The shift towards EBPP has been spurred by two converging developments. The first is 
the rapid advancement in the understanding of the nature of various psychological disorders 
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and the related development of more precisely targeted psychological interventions. The 
second involves the increased emphasis on reducing the burden of mental illness by 
minimising error in treatment selection and administration (McHugh & Barlow, 2012). 
Essentially, by selecting and using interventions with the strongest efficacy, the argument is 
that clinicians can reduce the amount of time patients spend undergoing treatment, 
improve clinical outcomes, and maintain high standards of care (Lilienfeld, Ritschel, Lynn, 
Cautin, & Latzman, 2013). 
 
This study focused on EBP in the treatment of post-traumatic stress disorder (PTSD), a 
priority mental disorder in the country (Atwoli et al., 2013; Eagle & Kaminer, 2014; 
Edwards, 2013; Kaminer, du Plessis, Hardy, & Benjamin, 2013). The symptoms of PTSD 
include intrusive re-experiencing of the traumatic event in the form of nightmares, flashbacks 
and sensory impressions, cognitive and behavioural attempts to avoid reminders, emotional 
numbing, amnesia for specific parts of the trauma, and symptoms of physiological hyper-
arousal (American Psychiatric Association, 2013). Once an individual develops PTSD, the 
average duration of the disorder without treatment is 42 months (Atwoli et al., 2013). PTSD 
takes a severe toll on interpersonal relationships and occupational and academic functioning. 
It is associated with suicidal behaviour, substance abuse problems, and depression (Wilson, 
Friedman, & Lindy, 2012). 
 
Various studies in South Africa (Shields, Nadasen, & Pierce, 2008; Suliman et al., 2009) 
have attested to the prevalence of PTSD in the general population. According to the South 
Africa Stress and Health Study (SASHS; Atwoli et al., 2013), which represents the most 
comprehensive psychiatric epidemiological study conducted to date, over one-third of the 
adult population in the country has been exposed to some form of criminal victimisation 
during their lifetime. Lifetime and 12-month prevalence rates of PTSD were 2.3% and 0.7%, 
respectively, while the conditional prevalence of PTSD after trauma exposure was 3.5%. 
Given this context, it is likely that a significant proportion of the population may require 
psychological treatment, and using evidence-based psychological interventions (EBPIs) to 
treat PTSD would ensure that trauma survivors have expedient access to the most effective 
interventions (Edwards, 2005, 2010; Kagee, 2006). However, the transfer of EBPIs from 
academic research settings to clinical practice has consistently been found to be poor, and 
the situation in South Africa is no different (Aarons, Glisson et al., 2010; Kazdin, 2014, 2015; 
Lilienfeld et al., 2013). This was evident in the findings of a study by Higson-Smith, Thacker, 
and Sikhakhane (2005) involving a needs assessment for traumatic stress services in one of 
South Africa’s provinces. The study is one of the few to provide information about the types 
of interventions used to treat trauma in local contexts. Data were collected from 214 mental 
healthcare providers working predominantly with trauma survivors. Participants included 
psychologists, social workers, and registered counsellors working in non-governmental 
organisations (NGOs), non-profit organisations, government institutions, and the private 
sector. A significant finding was that participants reported using general forms of 
psychotherapy when asked about their work with psychological trauma. Higson-Smith et al. 
(2005) emphasised that ‘not one technique especially associated with traumatic stress work’ 
(p. 34) was reported by these service providers. This suggests that in local contexts, clinical 
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work with trauma does not necessarily incorporate EBP, and various researchers have 
argued that this represents a significant public health concern (Edwards, 2010; Kagee, 2006; 
Leibowitz-Levy, 2005). 
 
Existing research has found that some of the dominant factors underlying the poor adoption 
of EBP include knowledge barriers particularly lack of familiarity and training in EBPIs, 
unfavourable attitudes towards EBP and contextual barriers including lack of institutional 
support, limited financial resources, and few opportunities for training (Beidas & Kendall, 
2010). Of these factors, attitudes towards EBP have consistently been found to be the most 
significant predictors of self-reported EBP use among service providers (Aarons, 2004; 
Borntrager, Chorpita, Higa-McMillan, & Weisz, 2009). 
 
Mental healthcare provider attitudes towards EBP 
Research on service provider attitudes towards EBP have produced mixed results with some 
studies indicating positive attitudes (Aarons, 2004), while others indicate unfavourable 
attitudes (Nakamura, Higa-McMillan, Okamura, & Shimabukuro, 2011). Individual 
differences among therapists including age, gender, education, length of time since training, 
work setting, and therapeutic orientation are some of the factors that have been proposed 
to account for these varied results. Gray, Elhai, and Schmidt (2007), for example, found that 
among a sample of professionals who predominantly worked with trauma survivors, 
younger age and therapeutic orientation was associated with more favourable self-
reported attitudes towards EBP. Service providers who endorsed cognitive-behavioural 
therapy were more likely to report using EBP. Employment in private sector organisations 
(e.g., NGOs and private clinics) compared to government institutions has also been 
associated with self-reported positive attitudes towards the adoption of EBP (Aarons & 
Sawitzky, 2006). In addition, length of time since training has been shown to have a bearing 
on attitudes with early career service providers reporting more favourable attitudes 
towards EBP (Aarons, 2004). Training and supervision in the use of EBPIs has also been 
associated with increased willingness to adopt EBP (Nakamura et al., 2011). Beliefs about 
EBP represent another factor that has been shown to influence attitudes (Lilienfeld et al., 
2013). Service providers who believe that EBPIs are rigid treatments that hinder clinical 
creativity and that EBP does not consider the complexity of the client population they serve 
have been found to report unfavourable attitudes (Lilienfeld et al., 2013). Regardless, the 
implementation of EBP in real-world settings has been identified (Aarons, Glisson et al., 
2010) as imperative in improving the quality of mental health care afforded to vulnerable 
populations. Given the prevalence of trauma and PTSD in South Africa, it is important for 
trauma survivors to have access to treatments that have been found to have the greatest 
efficacy. Attitudes towards EBP have been consistently shown to predict self-reported use of 
EBP. However, there is limited South African research focusing on these aspects. 
 
The aims of this study were twofold. First, the study aimed to investigate attitudes towards 
EBP in the treatment of PTSD among mental healthcare providers working with traumatised 
patients in local contexts. Second, the study aimed to determine whether certain individual 
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(age and gender) and professional factors (number of years in clinical practice, category of 
registration, and type of work setting) impacted on self-reported attitudes. 
 
Method 
A cross-sectional survey design was used for the study. 
 
Participants 
The study was conducted in the Western Cape province of South Africa. Participants were 60 
mental healthcare providers (i.e., clinical and counselling psychologists, social workers, and 
registered counsellors) working specifically in the area of trauma and PTSD. These 
categories of service providers were selected because they are more likely to be at the front 
lines in terms of the provision of psychological care to trauma survivors. 
 
 
 
Inclusion criteria for participation in the study were (a) clinical work primarily with 
survivors of trauma, (b) seeing a minimum of two clients with PTSD per month, and (c) 
registration with their regulatory body. Psychologists were identified through open-access 
psychology websites (e.g., http://www.psychotherapy.co.za/) where providers advertise 
psychological services and indicate their area of interest (e.g., the types of psychological 
conditions or population group that they work with). This allowed for the targeting of 
practitioners who specifically work with trauma. NGOs and clinics providing trauma 
counselling were also contacted. Through this process, a list of 75 service providers who 
work mostly with survivors of trauma was generated. These service providers were 
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subsequently contacted via email and by telephone and provided with information regarding 
the research project and a request to participate. A total of 60 responded and were included 
in the study. The response rate was 80%. 
 
With regard to demographics (Table 1), the majority of participants were women (73.3%). 
Most participants described themselves as White (66.7%), followed by Coloured (15.0%), 
Indian (6.7%), and Black (6.7%). In terms of occupation, the majority were clinical 
psychologists (45%), followed by counselling psychologists (33.3%) and social workers and 
registered counsellors (21.7%). Average number of years in clinical practice was nine. 
Participants ranged in age from 23 to 77 years (M = 42 years). The majority of participants 
worked in private practice settings (53.3%). Other work settings included psychiatric 
hospitals (21.7%), academic settings (13.3%), and NGOs (11.7%). Participants saw an average 
of three clients with PTSD per month with a maximum of 12 PTSD clients seen per month. 
 
Instruments 
The electronic survey consisted of a demographic questionnaire and Aarons’ (2005) 
Attitude Towards Evidence-Based Practice Scale (EBPAS).  The demographic questionnaire 
included questions pertaining to participant’s age, work setting, number of years in clinical 
practice, types of traumatic events encountered in their clinical work, and average number of 
patients with PTSD treated per month. 
 
The EBPAS is a 15-item measure that assesses general attitudes towards EBP. It comprises 
four subscales: appeal to EBP (e.g., ‘If you received training in a therapy or intervention that 
was new to you, how likely would you be to adopt it if it made sense to you?’), requirements 
for the use of EBP (e.g., ‘If you received training in a therapy or intervention that was new 
to you, how likely would you be to adopt it if it was mandated by your regulatory body?’), 
openness to innovation (e.g., ‘I am willing to try new types of therapy or interventions even if 
I have to follow a treatment manual?’), and divergence with clinical practice (e.g., ‘Clinical 
experience is more important than using manualised therapy or interventions’; Aarons, 
2005). Participants indicate their level of agreement with each item with responses ranging 
from 0 = not at all to 4 = to a great extent. 
 
With consent from the designer, this scale was adapted to specifically focus on EBP in the 
treatment of PTSD and piloted among 15 service providers. In the original version, questions 
focused on attitudes towards EBP broadly as can be seen in the examples above. In the 
adapted version, the wording of the items was changed to specifically focus on PTSD (e.g., ‘If 
you received training in a therapy or intervention for PTSD that was new to you, how likely 
would you be to adopt it if it made sense to you?’ and ‘I am willing to try new types of therapy 
or interventions for PTSD even if I have to follow a treatment manual?’). The EBPAS has 
been used in culturally diverse contexts (Majid et al., 2011) apart from which it was designed 
and has been found to have sound content validity and internal consistency (Cronbach’s 
alphas ranged from .67 to .89 for subscales with an overall scale alpha of .72; van Sonsbeek 
et al., 2015). 
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Procedure 
An online survey was generated using Google Forms, and the link to the survey was 
distributed to participants via email. Responses to the survey were stored on the second 
author’s (X.-C.S) Google Drive. 
 
Ethical considerations 
Ethical approval for the study was obtained from the University of the Western Cape 
through the Department of Psychology. All participants provided informed consent before 
completing the survey. The online survey was anonymous. 
 
Data analysis 
The demographic data were organised using an Excel spread sheet and analysed manually 
and evaluated by an independent assessor to ensure rigour. Data from the EBPAS were 
captured and scored using the Statistical Package for the Social Sciences (SPSS) software 
(IBM SPSS statistics 23). Correlational analysis was conducted for continuous variables (i.e., 
age and years in clinical practice) to determine whether these factors related to attitudes. A 
one-way multivariate analysis of variance (MANOVA) was conducted for categorical 
variables, namely, gender, type of work setting, and occupation. 
 
Results 
Demographic information is presented in Table 1. With regard to trauma work, participants 
reported that the most common types of trauma they encountered in their clinical work 
included sexual assault (40%), robbery-related trauma (e.g., hijacking and armed robbery; 
23.3%), neglect and physical abuse during childhood (10%), domestic violence (5%), 
community violence (5%), and work-related trauma (e.g., where trauma survivors were 
policemen, fire fighters, or worked in the military; 1.7%). Descriptive statistics and 
Cronbach’s alpha for the EBPAS are provided in Table 2. 
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Regarding the EBPAS, subscale alphas ranged from .66 to .86 with an overall scale alpha of 
.80 indicating high internal consistency and scale reliability. Overall, respondents 
reported a mean score of 2.62 on the EBPAS, indicating a more global positive attitude 
towards EBP in the treatment of PTSD. The appeal subscale had the highest mean (2.93), 
which means that participants reported that they would be more likely to adopt an EBP for 
PTSD if it ‘made sense’ to them, if they knew how to use it correctly, and if it was being used 
by a colleague who was happy with it. The divergence subscale had the second highest mean 
(2.80), indicating that participants reported viewing clinical experience as more important 
in treating PTSD compared to manualised treatments. The requirement subscale had the 
lowest mean (2.20). This means that participants reported that they would be less likely to 
adopt an EBPI for PTSD if it was mandated by their regulatory body. 
 
According to Table 3, there was a significant positive relationship between age and 
reported openness to adopting EBP (r = .263, p < .05). Older participants reported an 
increased likelihood of adopting EBP in the treatment of PTSD compared to their younger 
counterparts. No significant relationship was found between years in clinical practice and 
attitudes. 
 
As shown in Table 4, the multivariate statistics was significant for gender (Pillai’s trace = 
2.91, p < .05) and occupation (Pillai’s trace = 2.99, p < .01). Univariate analysis indicated a 
significant difference between women and men in terms of the requirements subscale (F = 
8.33, p < .01) and the total EBPAS (F = 5.89, p < .05) with women scoring significantly higher 
compared to men on these two scales. This means that women reported more favourable 
https://repository.uwc.ac.za/
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attitudes towards EBP in the treatment PTSD and more likely to adopt EBP for PTSD if it was 
mandated. Multivariate statistics was also significant for occupation (Pillai’s trace = 2.99, p < 
.01). Post hoc analysis indicated that social workers and registered counsellors scored higher 
on the requirements subscale compared to clinical (p < .01) and counselling (p < .01) 
psychologists. No significant relationship was found between type of work setting and 
attitudes (Table 4). 
 
 
 
Discussion 
The aim of this study was to investigate the attitudes of mental healthcare providers towards 
EBP in the treatment of PTSD in South Africa. Overall, service providers reported favourable 
attitudes with regard to adopting evidence-based interventions in treating trauma 
survivors. This finding corresponds to the existing literature on the self-reported general 
attitudes of service providers (Aarons & Palinkas, 2007; Brown, Wickline, Ecoff, & 
Glaser, 2009; Salbach, Jaglal, Korner-Bitensky, Rappolt, & Davis, 2007). Also, similar to 
existing research (Aarons & Sawitzky, 2006; McKee, 2014) was the finding that occupation 
impacted on attitudes with social workers and registered counsellors reporting greater 
willingness to adopt EBP for PTSD if it was mandated by their regulatory body. 
 
In contrast with the literature, this study found that older service providers reported 
more favourable attitudes towards EBP for PTSD. The majority of existing research has found 
the opposite with positive attitudes towards EBP being held by younger practitioners (Aarons, 
Sommerfeld, & Walrath-Greene, 2009; Gray et al., 2007; Jette et al., 2003). A possible 
https://repository.uwc.ac.za/
9 
 
explanation for this finding is that older service providers may have found that the typical 
interventions they have been using do not yield the desired results thereby motivating the 
move to EBP. Another explanation is that learning and implementing EBP confers certain 
professional advantages including enhanced sense of competence, and this may have 
influenced their attitudes. Alternatively, social desirability bias may also account for the 
above finding. 
 
A second noteworthy finding is that work setting had no influence on reported attitudes. 
Favourable attitudes towards EBP for PTSD were present regardless of the setting in which 
participants worked. Prior studies (Aarons & Sawitzky, 2006) have found that mental 
healthcare providers working in the private sector reported more favourable attitudes 
towards EBP compared to those who were employed in the government sector. This has 
been attributed to greater support within private sector organisations for EBP and a 
facilitative implementation culture (Aarons & Sawitzky, 2006). However, the majority of 
participants in this study worked in private practice settings, and this implies that reported 
interest in adopting EBP for PTSD was not related to the presence of a supportive 
organisational culture. It is probable that other factors such as individual receptivity to EBP 
had a more over-riding influence on reported attitudes. 
 
https://repository.uwc.ac.za/
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A third distinctive finding of the study was that gender significantly correlated with 
attitudes, with women reporting more favourable attitudes towards EBP for PTSD and more 
likely to adopt EBP for PTSD if it was mandated by their regulatory body. Existing studies 
have noted no significant gender differences in attitudes (Aarons, James et al., 2010; 
Borntrager et al., 2009; McKee, 2014). The reasons for the evidenced gender differences in 
the study remain unclear. However, since the majority of service providers in the mental 
health and social service workforce are women, greater attention needs to be given to 
https://repository.uwc.ac.za/
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uncovering the reasons for these differences so as to promote the adoption of EBP across 
genders. 
 
This study has certain limitations. The EBPAS was a self-administered questionnaire and 
responses may not be an entirely accurate representation of attitudes, and the possibility of 
social desirability bias needs to be considered. It is also possible that practitioners with 
more positive attitudes towards EBP and who are skilled in the use of EBPIs may have 
been more likely to respond to the request to participate in the study. Furthermore, only 
participants who advertised their services online or who were employed at sites that 
specifically cater to trauma survivors were included in the study, and this may have 
contributed to a sampling bias. 
 
Conclusion 
This study provides important insights into the self-reported attitudes of mental healthcare 
providers towards adopting EBP in the treatment of PTSD. The majority of service 
providers reported being favourably disposed towards using the evidence from empirical 
research to inform their clinical practice. Given this, it would be important to create 
opportunities to train practitioners in the use of efficacious interventions for addressing 
trauma and PTSD. 
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